Planning a mental health response
The demographics of the affected population are central to the design of any mental health response (box 1). The organisational challenges include specifying a responsible lead and chain of command; obtaining funding; providing reassurance, guidance, and messaging on trauma responses aimed at health services, other organisations, and the public; and identifying those affected and creating information handling arrangements that are flexible but compliant with data protection legislation. Coordination of a cross-agency response, involving health services, the third sector, and voluntary organisations is necessary to identify people who may develop mental health needs, arrange equitable access to evidence based care, and monitor use and outcomes.
Box 1: Matching the mental health response to the population affected by mass casualty incidents • Localised versus dispersed populations. Dispersed populations require extensive efforts to identify people affected. The effects on geographically localised communities should be carefully considered; dispersed populations may form important virtual communities.
• Demographic factors such as age and ethnicity may determine the agencies and groups that need to be involved in the response • The effect on exposed professional groups, including telephone operators and first responders, needs to be considered • Ongoing criminal, legal, and memorial processes may affect the course of recovery and create additional support needs
London bombings, 2005
In July 2005, terrorist attacks on London's transport system caused 52 deaths and injured over 700 people. At this time, mental health was given little consideration in major incident plans, the expectation being that existing services would be able to manage additional demand. However, a capacity assessment showed that existing psychological trauma centres 
Manchester Arena, 2017
In May 2017 a bomb was detonated as concertgoers were leaving an event at Manchester
Arena. Twenty two members of the public plus the bomber were killed and over 350 were physically injured. Data access after the attack was problematic, but lists identifying some of those affected were shared between the concert promoter, NHS acute care sector, police, and voluntary and community organisations. A centralised outreach and screening service, the Manchester Resilience Hub, was fully operational within seven weeks, with financing underwritten by local commissioners until a national settlement was agreed.
The service was based on the screen-and-treat design used after London 2005 and Tunisia 2015 and informed by expertise from local military veteran services on responding to incidents involving improvised explosive devices. Based on patients' feedback from earlier incidents, it focused on speed of response; the first people were contacted by telephone within 14 days.
The hub carried out extensive consultation with schools, local services, and the media to share information about trauma responses. As over 80% of those affected live outside Greater
Manchester, an online tool was used to support clinical triage; this enabled timely, large scale screening and facilitated regular follow-up. Questionnaires included the trauma screen questionnaire, 11 generalised anxiety disorder assessment (GAD-7), 12 patient health questionnaire (PHQ-9), 13 work and social adjustment scale (WSAS), 14 children's impact of events scale (CRIES), 15 and revised children's anxiety and depression scale (RCADS). 16 Standardised thresholds for clinical relevance were used to identify those in need of support, alongside risk criteria (suicidal ideation reported on PHQ-9; reporting no current psychological support). Many had clinically significant difficulties at initial registration: 55% of adults met criteria for possible PTSD, and up to 90% had anxiety; 25% of children and young people (8-18 years) had clinically significant depression scores; and 83% presented with possible PTSD.
The hub's main role is to give remote support and refer clients to their local services for psychological therapies recommended by the National Institute for Health and Care
Excellence. 17 It also conducts some face-to-face assessments for families with complex needs and a limited amount of direct therapy. Therapy is usually provided by existing regional NHS mental health services, but the hub received some charitable donations to fund private therapy for children and young people when NHS services were unavailable or there were unreasonable waiting times. Regional access to specialist trauma focused interventions has been highly variable, particularly for children and young people. 
What next?
Although the number of people experiencing mental health effects after major incidents is often greater than the number with physical injuries, and the effects can last much longer, mental health has attracted much less in the way of planning and resources. Clinical understanding about how to support and treat survivors of major incidents is reasonably advanced. 23 24 However, care is often not being delivered adequately because of organisational and institutional failings. Box 2 sets out our recommendations to improve the UK response. The problem, however, is international, with much wider appreciation needed of the importance of active outreach.
Box 2: Actions to improve mental health response to mass casualty incidents • Update policy and guidance on designing, planning, and delivering psychosocial and mental healthcare after incidents and integrate this into pre-incident planning and exercises of all responsible authorities, including schools and colleges • Identify funding in advance and establish agreements in principle with commissioners to enable local services to activate plans quickly and provide services for sufficient periods • Revisit the requirements and regulations for effective information sharing across agencies with robust mechanisms agreed in advance to ensure data sharing is frictionless and timely • Complete and implement plans for a health register to detect as many of those affected as possible and ensure the effective delivery of care
Key messages
• People experiencing terrorism and mass casualty incidents have high levels of untreated psychological morbidity • Active outreach is often essential to identify all those affected by an event, whether the affected population is local or geographically widespread • Lack of clarity around financial arrangements and data sharing are impeding mental health responses • Mental healthcare for adults and children should be incorporated into all advance planning for response to mass casualty incidents • A central register of survivors is needed to ensure everyone has access to support Contributors and sources: KA is a postdoctoral researcher at the Manchester Resilience Hub. PF, PC, and AB played central roles in the management of the psychosocial response to the Manchester Arena attack, and the subsequent setup of the hub, of which PF and PC lead the research component, and AB is the adult clinical lead. DH conducted a process evaluation of the response to the Manchester Arena attack. CB had a central role in the design and implementation of the first formal "screen and treat" response after the 2005 London bombings. RW led development of guidance on psychosocial care for people affected by disasters for NATO, and for the Department of Health (2009) and is director of the psychosocial and mental health guidance project for improving care for pre-hospital care practitioners and first responders for the Faculty of Pre-Hospital Care in the Royal College of Surgeons of Edinburgh. AB and KA developed the concept for the article. KA and CB drafted the manuscript, which was reviewed and edited by all other authors. 
